First of all, congratulations for the excellent video of laparoscopic right hemicolectomy by Dr. Ho [1] . Here are some comments about vascular anatomy and Japanese style lymph node clearance in this procedure.
There are many variations of the arterial and venous anatomy of the right colon. More than 50% of patients lack the right colic artery and vein. The right colic vein is often drained by the gastro-colic trunk of Henle [1, 2] . Furthermore, the relationship between arteries and veins is complicated. For example, the right branch of the middle colic vein and the right colic vein to the gastro-colic trunk sometimes run together. It is very rare that differently named of arteries and veins run in pairs.
Japan's 2010 guidelines recommend D3 lymph node clearance for T3 or T4 colon cancer. D3 in right colon cancer means not only mesocolon lymph node resection but also main node removal around the superior mesenteric vein and artery. The metastatic rate of this area was 3.1% from 1995 to 1998 in a nationwide colon cancer registry of 14,144 patients setup by the Japanese Society for Cancer of the Colon and Rectum. Therefore, in Japanese style lymph node clearance, the superior mesenteric vein between the ileocolic vein and the gastrocolic trunk should be skeletonized for complete lymph node removal of the so-called surgical trunk. Lymph node removal around the superior mesenteric artery is still controversial.
In this Dr. Ho's demonstration, almost all of the mesocolon was resected and this is defined as D2 lymph node clearance. Main node metastasis was seen in only 3% of patients; D2 clearance is enough for most of the patients. Recent high-resolution CT scan and PET scan may give us useful information regarding the need for D3 lymph node clearance.
Adequate mobilization of the mesocolon is also important in right hemicolectomy. For D2 clearance, mobilization from the duodenum is necessary. And for D3 clearance, mobilization from the duodenum and head of the pancreas makes it possible to recognize the gastrocolic trunk with or without the pancreatic branch. Dr. Ho started the mobilization of the mesocolon at the ileocecal junction and moved toward the duodenum. This is one of the best ways to mobilize the right mesocolon, because the surgeon's ports are placed in the left side of the patient. The alignment of the instruments is co-axial which is reasonable for this procedure. My approach is to start dividing the mesentery just below the ileocolic vessels. However, the alignment of the instruments is almost same as in Dr Ho's method, and therefore laparoscopic view during mobilization is very similar.
I believe the two key points in laparoscopic right hemicolectomy are correct vessel recognition from many variations and adequate mobilization of the mesocolon. I appreciate this opportunity to comment on Dr. Ho's technique.
